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Outbreak of Ebola Hemorrhagic Fever — 
Uganda, August 2000-January 2001 


On October 8, 2000, an outbreak of an unusual febrile illness with occasional hemor 
rhage and significant mortality was reported to the Ministry of Health (MoH) in Kampala 
by the superintendent of St. Mary's Hospital in Lacor, and the District Director of Health 
Services in the Gulu District. A preliminary assessment conducted by MoH found addi 
tional cases in Gulu District and in Gulu Hospital, the regional referral hospital. On Octo 
ber 15, suspicion of Ebola hemorrhagic fever (EHF) was confirmed when the 
National Institute of Virology (NIV), Johannesburg, South Africa, identified Ebola virus 
nfection among specimens from patients, including health-care workers at St. Mary’s 
Hospital. This report describes surveillance and control activities related to the EHF 

yutbreak and presents preliminary clinical and epidemiologic findings 

Control activities were organized around surveillance and epidemiology, clinical case 

management, social education and mobilization, and coordination and logistic support 
An active EHF surveillance system was initiated to determine the extent and magnitude 
of the outbreak, identify foci of disease activity, and detect cases early. Ill persons were 
encouraged to be assessed at a hospital and, if indicated, to be hospitalized to reduce 
further community transmission. Targeted prevention activities included follow-up of 
contacts of identified cases for 21 days; establishment of trained burial teams for all 
potential and confirmed EHF deaths; community education; cessation of traditional heal 
ng and burial practices; cessation of large public gatherings; and updates of hospital 
infection-control measures, including isolation wards. Laboratory testing was performed 
at a field laboratory established at St. Mary’s Hospital by CDC and supplemented by 
additional testing at CDC and NIV. Sequence analysis revealed that the virus associated 
with this outbreak was Ebola-Sudan and differed at the nucleotide sequence level from 
earlier Ebola-Sudan isolates by 3.3% and 4.2% in the polymerase (362 nucleotides se 
quenced) and nucleocapsid (146 nucleotides sequenced) protein encoding genes, re 
spectively 

During the third week of October, active surveillance was established and included 
three case notification categories: alert, suspect, and probable. The alert category com 
prised persons with sudden onset of high fever, sudden death, or hemorrhage, and was 
used by community members to alert health-care personnel. The suspect category com 
prised persons with fever and contact with a potential case-patient; persons with unex 
plained bleeding; persons with fever and three or more specified symptoms (i.e., head- 
ache, vomiting, anorexia, diarrhea, weakness or severe fatigue, abdominal pain, body 
aches or joint pains, difficulty swallowing, difficulty breathing, and hiccups), and all 
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FIGURE 1. Distribution of presumptive* case-patients with Ebola hemorrhagic fever — 
Uganda, August 2000—January 2001 
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FIGURE 2. Number of presumptive* case-patients with Ebola hemorrhagic fever, by 
week of onset — Uganda, August 2000—January 2001' 
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Editorial Note: EHF is caused by infection with viruses of the genus Ebolavirus in the 
family Filoviridae (2). The zoonotic reservoir for the viruses is unknown; however, 
outbreaks of EHF are associated most often with the introduction of the virus into the 
community by one infected person followed by dissemination by person-to-person 
transmission, often within medical facilities. This is the largest reported EHF outbreak 
and the third known Ebola-Sudan virus-associated outbreak (3,4 ). The first occurred in 
1976 in the southern Sudan towns of Nzara and Maridi and was concurrent with an 
Ebola-Zaire outbreak in Zaire (Democratic Republic of the Congo). The second Ebola 
Sudan outbreak occurred in 1979 in the same locations. Similar to the 1976 and 1979 
outbreaks, the 2000 outbreak had a case fatality of approximately 50%. Also similar to 
the earlier outbreaks, the 2000 outbreak seemed to have begun with the introduction of 
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the virus into Gulu District followed by transmission into the community and health-care 
facilities. However, the first cases associated with this EHF outbreak remain obscure, 


which has limited the ability to investigate possible reservoirs of the virus. 
Community transmission was eliminated by recognition of the outbreak, initiation of 
case finding, case isolation and other infection-control practices, and hospitalization of 
dentified case-patients in medical facilities where barrier nursing (e.g., wearing per 
sonal protective clothing) and other infection-control procedures were implemented (5). 
Decreased transmission also was the result of community education about the dangers 
of contact with symptomatic and deceased EHF patients, the establishment of special 
zed burial teams, and heightened awareness of the disease among health-care staff. 
Although transmission to health-care workers occurred during this outbreak, the use of 
solation facilities remains the most effective means of controlling EHF outbreaks (5). 
During the 4-month outbreak and response period, approximately 5600 contacts in Gulu 
District were under surveillance for 21 days by approximately 150 trained volunteers 
The goal of ongoing prevention efforts is to identify specific risk factors for disease 
wcquisition in the community and hospitals, examine virologic and clinical parameters of 
infection, and increase the reporting of potentially epidemic diseases into a national 


surveillance system 
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Evaluation of a Child Sexual Abuse Prevention Program — 
Vermont, 1995-1997 


Public health social marketing campaigns have targeted adults to prevent drinking 
and driving, smoking, and human immunodeficiency virus transmission ( 17,2 ); however, 
adults have not been targeted for prevention of child sexual abuse. In Vermont, STOP IT 
NOW! addresses child sexual abuse systematically as a public health issue by using 
social marketing and public education to emphasize the responsibility of adults for pre 
vention. As one component of STOP IT NOW!, Vermont sex offender treatment providers 
and state attorneys’ offices were surveyed in September 1997 to assess self-reported 
abuse by adults and adolescents. This report summarizes the results of the survey, which 
indicate that some adults who abuse will turn themselves in voluntarily for treatment 
despite mandated reporting to the legal system, and some parents will intervene to seek 
help for their children who have sexual behavior problems even without a victim's 
report. Continued studies are needed to evaluate this approach to preventing child sexual 


abuse 
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The Vermont Center for the Prevention and Treatment of Sexual Abusers, a public 
agency jointly funded through Vermont's Department of Correction and Social and Reha 
bilitative Services, sent a survey to all 18 Vermont treatment providers working with 
adult and adolescent sex offenders. Sex offender treatment providers were asked to 
report the number of persons who self-reported before entering the legal system during 
1995-September 1997. Fifteen (83%) sex offender treatment providers responded to 
the survey 

State attorneys’ offices in Vermont's 14 counties were contacted by telephone to 
determine the number of adults and adolescents with sexual behavior problems who 
voluntarily entered the legal system during 1995-September 1997. These cases were 
distinguished from those that entered the legal system after a child victim or an adult 
informed by a child victim reported the situation. Because Vermont does not track self 
disclosure, it was not possible to determine the percentage of sex offenders who self 
reported 

Vermont sex offender treatment providers reported that 50 persons self-reported 
sexual abuse before entering the legal system during 1995-September 1997. Of these, 
11 were adults who self-reported, and 39 were adolescents who entered treatment as a 
result of a parent or guardian soliciting help. State attorneys’ offices reported that eight 
adults who had sexually abused a child self-reported to legal authorities in five counties 
Reported by: L Chasan-Taber, ScD, Dept of Biostatistics and Epidemiology, School of Publi« 

th and Health Sciences, Univ of Massachusetts, Amherst; J Tabachnick, MPPM, STOP IT 

Haydenville, Massachusetts. PM McMahon, PhD, Injury Research and Prevention, Loui 
Office of Public Health, Dept of Health and Hospitals and Dept of Pediatrics, School of 
ne, Tulane Univ, New Orleans, Louisiana. Family and Intimate Violence Prevention Team 
Violence Prevention, National Center for Injury Prevention and Control, CDC 
Editorial Note: During 1993, approximately 300,000 children were sexually abused (3 ) 
Most child sexual abuse prevention programs focus on teaching children how to lower 
their risk for becoming a victim of sexual abuse (4 ). However, the greatest potential for 
prevention may be with persons who abuse or other adults who can intervene with the 
abuser. With treatment, those who abuse can modify their behaviors (5 ) 

This report underscores the potential efficacy of targeting persons who abuse and 
the adults who know them. In Vermont, STOP IT NOW!’s public health intervention uses 
three strategies: 1) a media campaign targeting all Vermont residents to increase resi 
dents’ awareness of abuse and its signs; 2) an outreach campaign targeting high-risk 
families that provides a helpline for adults with questions about or experience of sexual 
abuse and provides information to agencies working with these families; and 3) a strat 
egy to explore partnerships with Vermont decision-makers and leaders and develop 
approaches to prevent child sexual abuse 

Community factors may be critical to the success of these programs. Vermont has 
treatment programs throughout the state and within the prison system. In this setting, 


STOP IT NOW! can guarantee treatment to anyone who enters the legal system 
Vermont also offers accessible media markets for its small population. Finally, Vermont 
has a coalition of victim and abuser treatment organizations that supported the introduc 
tion of this approach to prevention 


The findings in this report probably underestimate the actual number of self-reported 
cases of child sexual abuse because the state attorneys’ offices and sex offender treat 
ment providers do not maintain an official record of self-reports. If information or evi 
dence was insufficient to warrant an investigation, cases might never have reached the 


(Continued on page 87) 
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FIGURE I. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending February 3, 2001, with historical data 
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TABLE !. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending February 3, 2001 (5th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending February 3, 2001, and February 5, 2000 (5th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 3, 2001, and February 5, 2000 (5th Week) 
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(Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending February 3, 2001, and February 5, 2000 (5th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 3, 2001, and February 5, 2000 (5th Week) 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending February 3, 2001, 
and February 5, 2000 (5th Week) 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending February 3, 2001, 
and February 5, 2000 (5th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
February 3, 2001 (5th Week) 
| 
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ld Sexual Abuse Prevention Program Continued 


state attorneys’ offices. In addition, case-patients also may have left the state or met with 
a therapist not specifically trained in sex offender treatment; these persons would not 
have been included in the survey 

Evaluation of programs such as STOP IT NOW! will help determine the potential 
efficacy and need for media and outreach campaigns that focus on persons who abuse 
and the adults who know them. Acollaborative effort between public health officials, sex 
offender treatment providers, and the criminal justice system in the model of STOP IT 


NOW! may benefit the well being of children. 


> DR, Qualls NL, Curran JW, Valdiserri RO, Guinan ME, Parra WC. An overview of 
iveness and efficiency of HIV prevention programs. Public Health Rep 1995;110:134—46 

RB, Holder HD. The effect of drinking and driving interventions on alcohol-involved 
rashes within a comprehensive community trial. Addiction 1997;92:221-36 


fadsiit >» V¥ 
Broadhurst DD. Third National Incidence Study of Child Abuse and Neglect 
05-91-1800). Washington, DC National Center on Child Abuse and 
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1a PP. Prevention of child sexual abuse victimization: a meta 


V 
programs. Child Abuse Neg! 1997;21:975-87 
yffender recidivism revisited: a meta-analysis of recent treatment studies 


chol 1995;63:802-9 
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